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CHAPTER I 
INTRODUCTION 
This is a follow-up study of nine families who declined 
treatment for their children in September, 1961, at the James 
Jackson Putnam Children Center. This is a psychiatric clinic 
for pre-school age children and their families. These fami-
lies had all completed a diagnostic study at the Center after 
which treatment was recommended. The purpose of the study 
is to examine factors contributing to declining of treatment. 
A central assumption is that the factors and forces that led 
parents to seek help for problems with their children will 
be related to their declining that help after it was recom-
mended to them. 
The total number of families declining treatment in 
September of 1961 was eleven. This number equals about 
twenty per cent of the Center's in-treatment population. A 
high refusal rate causes administrative difficulties and fi-
nancial concern. The clinic is concerned about making maxi-
m~ use of its staff and facilities. 
The special concern of social work in a study of fami-
lies declining treatment is related to the process of intake 
which iS a social work function in a child guidance clinic. 
In the intake process the social worker assesses how the par 
ents and the clinic can meet each other's requirements for 
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treatment, and if their interests corresponds sufficiently 
to indicate that the family should use the clinic's resources 
for treatment. 
The follow-up study was accomplished by means of home-
visit interviews with the nine mothers in the sample using 
a semi-structured interview. The interview focused on the I . 
parents• attitudes toward the child, the symptom and current 
functioning and on parental attitudes toward the Center. In 
all cases the mothers spontaneously offered their reasons 
for not accepting treatment at the Center. Relevant back-
ground information and data concerning attitudes were taken 
from the records of the diagnostic studies. The sample was 
selected on the basis of their being available to interview 
after declining treatment. 
CHAPTIR II 
HISTORY AND RELATED LITERATURE 
This chapter will discuss the relevance of the problem 
of people refusing treatment at a child guidance clinic, 
first, to the clinic, second, to social casework, third, to 
related literature, and finally, to the areas covered by the 
data collection schedules. 
A. Relevance gL !!'!!. Problem lQ. !!'!!.. Clinic. 
Clinics and agencies are concerned about the expense 
of cases that do not continue and are interested in maximiz-
ing use of limited staff and facilities. Refusals after a 
long diagnostic study are expensive. There is also concern 
whether the appropriate diagnostic service was received. 
The purpose of the study is to examine factors related to 
declining treatment. 
The related literature was written by people in a var-
.. 
iety of fields of service. In understanding the literature 
it is important to maintain ~wareness Of determinants affect 
ing the service the author is describing, for example, age 
of clients, and function of the setting. 
B. Relevance of the Problem to Casework 
-- -
The practical importance of the problem of refusals in 
a clinic or agency to casework is that caseworkers handle 
the intake or diagnostic study interviews. It is on the 
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basis of these interviews, along with diagnostic observations 
of the child, that treatment is recommended to the family. 
Intake is the process used to select treatment cases. The 
social worker represents the clinic to the parents by means 
of the casework interviews in which the prospective clients 
receive a sample or the elinie•a service. Whether the 
client feels that there is something helpful that he can use 
in this service will depend to some extent upon his contact 
with the social worker. 
Information about the persons, the problem involved and 
their setting in their situation must be obtained in order 
to contribute to diagnostic thinking about the need for 
treatment. Facts and feelings will be seen in the context 
of the casework relationship. These will have some bearing 
upon the prediction for the client's potential for casework 
in long term child centered treatment. The worker also re-
presents the mother tQ the intake conference chairman. 
The diagnostic study is one distinct phase of treatment 
of the Center and is the process by which cases are selected 
for treatment. When parents decline the offer of treatment 
for problems they are experiencing with the child there is a 
question about the efficiency of the diagnostic process for 
selecting treatment cases. By studying the problem one can 
hppe to gain a better understanding of what parents are 
expecting to find in the diagnostic study, how services might 
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be improved and increased in efficiency and recommendations 
could be more realistic in relation to what the parents need 
and can use. This ts the particular province of social work: 
to assess what the family needs and can use when they are in 
need of help and then to help them find the particular re-
sources best suited to their situation. 
0. Related Literature 
The casework literature that is most relevant to this 
atUdy of refusals is that which pertains to intake and the 
first phases of casework. This is because all that these 
families have experienced at the Center is the diagnostic 
study (except for the two families who returned to discuss 
the proposed treatment plan more completely before declin-
ing treatment). 
The casework literature having to do with intake is for 
the most part descriptive of the functions and pUDpoees of 
intake. Some writers concentrate on the casework process of 
intake interviewing and some on the intrapsychic meanings of 
participating in the application and intake processes for the 
prospective client. Perlman1 and Woodward2 note changes in 
1. Helen Harris Perlman, Social Casework: A Problem-
Solving Process, p. 131 ff. 
2. Luther E. Woodward, "Changing Roles of Psychiatric 
Social Workers in Out-Patient Clinics," Social Work, Vol. 6 
(April, 1961),pp. 74-81. ----
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intake practice. Scheri, Perlman4 and Ripple and Alexander5 
comment specifically on the problem of "lost cases" or re-
fusals. All the writers focus on strengthening skill and im-
proving the quality of intake service so that people will 
receive and. use the help available to them in the community. 
Intake has long been a major part of social casework 
whether as the "gate keeper"6 of social service agencies or 
as the taker of social history in a multi-discipline setting. 
The writers either note or insist that history taking 
whether psychiatric or social is really to be considered a 
by-product of the intake interviews. This is most strongly 
insisted in relation to social history taking and currently 
the consensus is that history as it relates to the current 
situation and problem will be described anyway. Gordon Ham-
il ton gives an o.verview of the application and intake pro-
cesses in her text. She stresses the continuity of study, 
diagnosis and treatment while focusing on the special situa-
tion of a person seeking assistance. She recommends focusing 
on facts and feelings by means of the person's request and 
3. Frances Scherz, "Intake: Concept and Process," 
Social Casework, Vol. 33 (June, 1952), pp. 239-40. 
4. Perlman, ~ ~' p. 156. 
5. Lillian, Ripple and Ernestine Hoffman, "Motivation, 
Capacity, and Opportunity: Nature of Problem," Social ~ 
~Review, Vol. 30 (March, 1956), p. 53. 
6 • Woodward, QR.:.. .Q.lli, p. 77 • 
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how he came to make it at this time in this place and what 
he wants and expects. Essential social facts should be eli-
cited but there is implied a cautious emphasis here and the 
person's readiness to use help should be assessed, including 
resistances before allocation or referral is made.7 
Helen Harris Perlman discusses the intake process broadl 
in what she calls the "Beginning Phase" with reference to 
person, problem and content.8 She discusses differing intake 
practices and recommends that the focus of intake and appli-
cation interviews be on the problem the person is presenting 
himself with to the agency. The client feels understood as 
his problem and his feelings about it are understood by the 
caseworker.9 Yet the caseworker needs to maintain perspec-
tive by using his professional knowledge as he explores the 
significance of the problem. This implies that sympathy is 
not all the client needs at application because he is asking 
for professional help with his problems when he applies to 
an agency. The caseworker can share some of his diagnostic 
thinking with the client so as to focus on what he can ex-
pect to receive help with and in order to structure prepara-
tion for taking that help. This is the "shared diagnosis" 
7. Gordon Hamilton, Theory and Practice of Socail Case 
~' PP• 147-180. 
8. Perlman, ~cit., chapters 8,9, and 10, pp. 105-63 
9. Ibid., p. 120. 
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and is not the worker's complete formulation of the problem. 1 
People contacting social agencies and clinics feel 
readiness to ask for help and are acting at the time of ap-
plication ~n those feelings. The function of the social 
worker in intake is to initiate the helping process by using 
techniques which, "help people move from readiness to ask 
for help ••• toward readiness to use help.• 11 
Frances Scherz focuses differently on intake. She sees 
intake as a concept representing the needs and concerns that 
people bring to agencies and as a p~cess consisting in the 
efforts of the worker to understand and meet needs through 
the establishment of a relationship which becomes a channel 
of communication. 12 This communication is directed by the 
caseworker in order to learn the following about the client: 
the circumstances of the referral and application, the reques 
in relation to the need, the client's picture of his current 
situation, his physical and material conditions, his economic 
situation, his appearance and behavior, his orientation to 
reality, his affect and defenses and their appropriateness, 
the history of the problem and his motivation plus a picture 
10. Perlman, ~ ~. chapters 8, 9, and 10, p. 125 • 
. 11. Gordon Hamilton, "Helping People- The Growth of a 
Profession," Social Casework, vol. 29 (October, 1948), p. 29 
12. Scherz, ~cit., p. 233. 
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of the family unit. 13 This writer also adds that agencies 
having explored the need have the responsibility to deter-
mine how best it can be met and that anyone bringing a pro-
blem to an agency should have the problem explored so that 
the needs can be met there or elsewhere. 14 The two purposes 
of intake then are to find out about the problem and need 
and to find the best place for help with it and to formulate 
a diagnosis and treatment plan if the agency itself is to 
carry the case. 15 
There are a number of articles in psychiatric litera-
ture on intake. One is a book based on tape recorded ini-
tial interviews with psychiatric patients. The book in-
cludes a history of psychiatric initial interviews, a review 
of the literature on the subject by psychiatrists, psycholo-
gists and social workers, a discussion of their project of 
recording three different types of interviews, presentation 
of the three interviews with discussion and conclusions and 
summary about initial interviews. They recommend an approac 
to the patient wkich elicits what he wants to tell the docto 
about what is bothering him and what his problem means to 
him instead of a more standard medical approach which asks 
13. Scherz, ~cit., pp. 235-56. 
14. Ibid., p. 235. 
15. Ibid., p. 240. 
10 
for specific facts and history. 16 
Jules Coleman has two articles on first interviews. 
In relation to psychiatric interviews he stresses the need 
to orient the patient in the treatment situation and to find 
out what the person's concerns are in relation to treatment 
and to establish a treatment situation in which a balance 
is maintained between regressive and integrative trends. 17 
These are generAl principles which can be applied to case-
work intake practice. He and the other writers outline the 
three purposes of the intake interview with the mother in 
children's cases as: understand the referral, begin the 
process of preparation for psychiatric treatment, and find 
the information necessary for the intake process. The writer 
recommend that the misconceptions which the mother has about 
the clinic and/or treatment and the rationalizations she has 
concerning the problem be discussed. 18 In contrast to Scher s 
directed approach he advocates that the mother be permitted 
to discuss all she wants to in the problem area and to ex-
tend it as tar as she wants to do. The interview should not 
16. Merton Gill, Richard Newman, and Frederick C. Redl 'h, 
Iru!. Initial Interview !!1 Psychiatric Practice, pp. 423. 
17. Jules v. Coleman, "The Initial Phase of Psycho-
therapy," Bulletin 2f ~Menninger Clinic, vol. 13, (Novem-
ber, 1949) p. 189. 
18. Jules v. Coleman, Genevieve Short and J. Cotter 
Hirschberg, "The Intake Interview as the Beginning of Treat-
ment in Children's Cases,u American Journal .2!. Psychiatry, 
11 
be focused on history taking, 19 but to end the interview and 
to prepare for treatment the parent should be encouraged to 
look at areas of the problem and to see where treatment might 
be focused. 20 
In a multi-discipline setting in which social workers 
handle the intake Freudenthal describes a number of special 
purposes served. This is a "preliminary screening by both 
the applicant and the clinic ••• " during which the person can 
find out what he wants to know about treatment and still 
have it one step removed from the doctor. Also the case-
worker in intake can establish casework relationships with 
selected members of the patient's family and can explore 
the en~ronment to understand the request for help. 21 
·There are two articles about intake by social worker 
and psychiatrist teams. The arttcle by Rockmore and Ken-
worthy says that the major emphasis of the intake interview 
is the itndividual's need and desire for treatment and the 
ability of the service to meet this need. On the basi~ of 
client understanding it must be decided whether or not the 
setting is suitable for him and if it is not the worker shoul 
19. Coleman, tl !.!, 2.12.:. .Qih, p. 184. 
20. Ibi4., p. 186. 
21. Kurt Freudenthal, "The Contribution of the Social 
Work Intake Process to the Psychiatric Treatment Situation," 
Journal of Psychiatric Social ~' vol. 20 (September, 1950) 
pp. 22-26. 
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find out what would be suitable for him. 22 The writers state 
that intake should ideally be kept separate from treatment 
but that at the same time it should set the tone of ser-
vice.23 An additional comment is that for psychiatry to 
function in the community the clinics need to make use ot 
social service knowledge of the community and ita resources.2 
The second of these articles, by Anderson and Keisler, 
emphasizes the function of intake is moving the patient to-
ward taking help: 
"The worker respects the patients need for his de-
fenses and restricts his activities to identifica-
tion and clarification of problems and support of 
appropriate movement. In attempting to reach a com-
mon ground with the patient, and yet avoid a treat-
ment relationship, it is usually sufficient to re-
cognize with the patient that he has problems with 
which he needs help, and that therapy will provide 
a means of developing a better understanding of his 
problems and the ways in which he handles them ••• 
The worker directs the focus toward movement into 
a therapy situation where essential elements of the 
patients problems c~u be further defined and where 
changes can occur."2~ 
Thus while the caseworker attempts to perceive all he ce.n 
22. Myron J. Rockmore and Marion E. Kenworthy, "The 
Psychiatric Social Worker Functioning at Intake in a Com-
munity Clinic for Adults," American Journal 2t Fsychiatry, 
vol. 105 (September, 1948), pp. 197-98. 
23. Ibid., p. 207. 
2~. Ibid., p. 203. 
25. Delwin M. Anderson and Frank Keisler, "Helping 
Toward Help: The Intake Interview, "Social Casework, vol. 
35, (November, 1949), P• 76. 
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about the person, his problem and his situation he uses this 
knowledge to select and guide the client toward appropriate 
help. These writers also suggest that the client be encour-
aged to measure his motivations and desire for treatment 
against the demands of the treatment situation, because ul-
timately the decision for treatment is the person's ow.n. 26 
The conclusion of the study of patterns of problems for 
which people seek help and their capacity, motivation and 
opportunity to make use of casework help show that when the 
client's opportunity, capacity and motivation are highest and 
when there is minimal pressure exerted against taking help 
the client is more likely to follow through than those for 
whom conditions are less optimal. 27 This study contributes 
to the general casework recosnition of the existence and 
function of a range or conditions and issues that influence 
continuance. 
Finally regarding "lost cases" or drop-outs, Scherz says 
that they are not always lost and that some are not ready for 
help at all and that others are in their own way getting 
help or getting ready to use help by trying it out some. 28 
Perlman refers to the results of a study that showed that 
26. Ibid., p. 75. 
27. Ripple and Hoffman, ~ ~' p. 53. 
28. Scherz, ~ ~' p. 240. 
14 
more people continued with help if the intake interview was 
person-centered that when it was centered on psychiatric 
history taking. 29 
D. Areas !!1 ~ Schedule 
The areas covered in the interview and background in-
formation schedule3° are thought to be relevant to the pro-
blem of refusals because they are derived from the factors 
which described the family and child and their situation at 
the time of referral. The factors which influenced the par-
ents to ask for help, which was given in the form of the 
diagnostic study, have to do with the family's discomfort 
and concern about one or more symptoms of a problem in the 
child. This concern may be self-generated or pressure may 
have been exerted on the family by any of a number of people 
having something to do with the child such as a doctor, 
teacher, neighbor or relative. It seems likely that changes 
in some or all of the same forces and factors which led the 
parents to seek help also influence them to decline it later: 
changes in the symptom, their attitude toward it, the rela-
tive discomfort caused by the symptom, other sources of help 
with the symptom or changes in the pressure felt by the par-
ents to get help with the symptom. Furthermore, the exper-
29. Perlman, ~cit., P• 257. 
30. See appendix. 
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ience of the family with the Children's Center during the 
diagnostic study including the parents' reactions to proce-
dures and to their contacts with various staff members will 
probably have something to do with the parents decision not 
to follow the Center's recommendations for treatment. Whe-
ther or not the parents' original expectations of the clinic 
were met or dealt with also enter into some decisions re-
garding treatment. These expectations have to do with the 
source and nature of the referral and with the proposed 
treatment plan, whether the diagnostic study was understood, 
the outlined cost of treatment and the time, participation 
and travel demands of the treatment plan. The background 
characteristics of the parents and the child and family si-
tuation are necessary information for seeing which people 
are declining treatment and to see if shared background or si· 
tuational characteristics might relate to their all declin-
ing treatment. 
CHAPTER III 
METHODS OF THE STUDY 
This is a study of nine families with pre-school age 
children who declined treatment at the James Jackson Putnam 
Children Center. 
A. 1h!_ Sample 
The nine cases were selected from a total of eleven 
families who did not begin treatment when it was scheduled 
to begin in September, 1961. There had been a complete dia-
gnostic study.* After the study the psychiatrist and social 
worker met with the parents for a conference in which the 
recommendations of the intake conference were discussed. At 
this conference some of the parents expressed reluctance or 
doubts about the treatment plan, the need for treatment or 
their ability to meet the demands of treatment. Because of 
the brief recording of the Parents' conferences the attitudes 
expressed therein could not be used for the study. The other 
families seen at the Center in diagnostic study in 1960-61 
to whom treatment was offered for September, 1961, did begin 
treatment. Two pf the eleven eases were eliminated from the 
study on the basis of clinical judgment. 
*The one exception was one child who was not seen in 
diagnostic nursery school becuase of lack of time. 
16 
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B. ~ Collection 
The data for the study was gathered by applying a 
schedule to the records of the diagnostic studies to collect 
background information about the families and to determine 
their attitudes about the child, the symptom and the Center 
at the time of referral. Home visit interviews with the 
mothers of the children were held to collect information 
about the parents, the child, the symptom and parental atti-
tudes especially those relating to treatment and the Center. 
These interviews were arranged by. telephone calls to the mo-
thers after the parents had been sent a letter* explaining 
the study and asking for their cooperation when the inter-
viewer called. The telephone calls were made shortly after 
the letters were sent. The interviewer referred to the 
letter, made further explanations about the study and asked 
to visit the mother in a few days. All nine mothers agreed 
to definite appointments. In two cases the mother was not 
home at the time of the first appointment and a second appoin -
ment was made and kept. (These were the two mothers living 
with grandparents of the child. One of these mothers did 
not speak English and a social worker from the Center con-
ducted the interview and interpreted questions and answers.) 
*The letter was written by ~vid E •. Reiser, M.D., Direc-
tor of the James Jackson Putnam Childrens Center. (See Appe 
dix.i 
**The social worker was Mrs. John Fapajohn whose efforts 
'I 
In the interviews all the mothers spontaneously offered 
information about the decision to decline treatment based 
upon the child's improvement, disagreement with the treat-
ment plan and/or the difficulties of the treatment plan. 
Confidentiallity was always discussed as being similar to the 
procedures at the Center. The question, "Did you feel that 
the problems were explained adequately at the Parents's 
Conference?" was always asked. Suggestions were always re-
quested from the parents for improving the services at the 
Center. 
C. Data Analysis 
The data collected was rated and analyzed by two methods 
the explicit material about the referral, the symptom and 
background information was divided into natural groupings; 
the less explicit data, attitudes and expectations, which 
had to be interpreted from the diagnostic study interviews 
and the follow-up study interviews were characterized by 
terms such as positive and negative. For the background 
data the characteristics of the family, including those of 
the parents and child, such as ages, religion, family com-
position, occupation and income level could be grouped fairly 
easily so that the range of characteristics could be shown. 
The symptoms or presenting problems covered a wide range of 
situations but the most prominent concerns were those about 
19 
(1) aggressive, destructive or unmanageable behavior, and 
(2) tears and separation problems. The category "other" was 
used to describe in two cases more specific problems des-
cribed by the parents, such as being infantile, lack of 
bowel training (tor William C.) and a "power struggle" with 
her parents tor Josie G. This category also includes the 
more global deser1ption of "emotional disturbance" applied 
by the referring doctor to Kathy H. whose mother and father 
did not outline any presenting complaints at the time of 
referral. 
The rating categories for the rest of the data are more 
subjective and are developed out of judgments about the si-
tuation. Whether the degree of disturbance was called mild 
or severe depended upon a judgement as to how much the pro-
blems dominated and interfered with the child's functioning 
and potential tor future healthy emotional growth. Judy D. 
is in the category of "mildly disturbed"; she was shy and 
fearful and was experiencing abdominal pains for which no 
organic basis could be found, but she also had playmates, 
did play well and seemed confident and trusting after a few 
minutes of getting used to a new person. John B. on the 
other hand is in the "severely disturbed" category because 
the overactivity of which hie mother complained was a symp-
tom of total distress and inability to function so that he 
could not get along with or without his mother. He was not 
talking at age three or playing or able to make or sustain 
contacts with other children. 
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In characterizing parental attitudes toward the child's 
current functioning at the time of application and at the 
time of the follow-up interview the terms, good, fair and 
poor were used. Parents who felt the current functioning 
was good mentioned that the child did well in all areas 
except for the symptom and tha.t the symptom was diminished 
or gone by the time of the follow-up. Mark E.'s mother was 
worried about his aggressive behavior with other children, 
especially when he hurt them, but she felt that his overall 
behavior was fine. She did not see him as unhappy or bother-
ed and said that he was perfectly normal. Those parents who 
felt that the child's current functioning was fair described 
pleasing achievements and activities on the part of the child 
along with those that were displeasing. John B.'s mother 
said that his general behavior was fair at the time of the 
follow-up contact. He was talking, able to play and his 
parents felt they could reason with him. John still made 
bizarre sounds, questioned compulsively and was still over-
active. Those who felt that the child's current functioning 
was poor described the child as rarely happy or rarely pleas-
ing them. William C.'s mother said that his bowel training 
problem had improved some but the other symptoms had wor-
sened so that she felt he did nothing well. She aaid that 
21 
he was becoming more babyish and was unable to take care of 
himself in conflicts with other children. He seemed gener-
ally unhappy to her. 
D. Agency settins 
The James Jackson Putnam Childrens Center is a psychia-
tric clinic for pre-school age children and their families 
which treats children with problems of an emotional nature. 
It was founded in 1943 by Marion C. Putnam and Beata Rank, 
both of whom are child analysts, under the auspices of the 
Judge Baker Guidance Clinic. The Center is a Red Feather 
agency serving the Greater Boston ~rea. There are two main 
phases of service, the diagnostic study and long-term treat-
ment. 
The social workers handle intake by answering requests 
for a study by referring pediatricians, agencies, other per-
sons and by the parents themselves. The social worker makes 
an appointment with the mother for an application interview. 
In this interview the mother and social worker decide whe-
ther to request a diagnostic study. The diagnostic study 
consists of two appointments with a psychiatrist for the chi 
two diagnostic interviews with the mother by a social worker 
one diagnostic interview with the father by the psychiatrist 
a psychological examination for the child, two sessions of 
diagnostic nursery school, sometimes a neurological examina-
' 
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tion for the child, and a parents• conference after the in-
take conference. Treatment recommendations are discussed 
with the parents by the doctor and social worker at this 
time. 
Treatment at the Center usually consists of the child's 
attending regular twice-weekly half-day sessions of nursery 
school with interviews with his therapist scheduled then. 
Both parents are seen regularly. There is a variety of plans 
that can be worked out according to the needs of the child 
and parents and the Center's circumstances. The children 
in this sample were recommended treatment according to a 
number of plans. 
The Center has a sliding-seale fee with the charge 
based upon the size of the family and income. With one ex-
ception all the families in the sample were charged a fee 
for the diagnostic study and a monthly fee was set for treat-
ment. 
CHAPTER IV 
DATA FINDINGS 
The data will describe the families, the children, 
parental attitudes toward the children's symptoms, current 
functioning and toward the Center. 
A. Background 2! !h! Parents~ Family Composition 
The ages of the parents at the time of referral are 
shown in three groups in which they are evenly distributed. 
(See Table 1, P• 23.) 
Mother 
Father 
TABLE 1 
AGES OF THE PARENTS AT TIME OF REFERRAL 
~5-30 
3 
3 
31-35 
3 
2 
TABLE 2 
RELIGION OF PARENTS 
Roman Catholic Jewish 
5 2 
36-40 
Protestant 
2 
3 
4 
Included in the Protestant group is one Greek Orthodox 
family. Only two families are Jewish in contrast to the 
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in-treatment population of the Center which is about one 
half or more Jewish. More than half of the families in the 
sample are Catholic in contrast to the in-treatment popula-
tion in which the Catholic families represent only about 
one quarter to one third of the families. (See Table 2, 
p. 23.) 
The family and household composition for six of the 
families consists of mother and father and children in their 
own residence. Three of the families in the sample differ 
from the others in this respect. Two families do not have 
fathers in the household and two families share a single re-
sidence with grandparents of the children. One of the child-
ren is in his adoptive home. All of the families are white 
and all but three of the parents are native born. (See 
Table 3, p. 24.) 
TABLE 3 
FAMILY AND HOUSEHOLD COMPOSITION 
Number of Children Residence 
Both No 
Patents Father 
2-3 4-5 Separate Combined 
7 2 5 4 7 2 
The occupations and income levels of the families are 
rated into three groups each. The group of "Laborers-wage-
earners" includes men who call themselves laborers or who 
have no trade and one fireman. The "white collar" group in-
cludes an insurance salesman and a laboratory technician. 
The "Professional-managerial" group includes an M.D., a 
psychologist and a manufacturing plant manager. Two of the 
families having incomes below #5000 are those without a 
father in the home. One mother receives Aid to Dependent 
Children and lives in public housing. The other receives 
support payments from her ex-husband and lives with her par-
ents. Only one of' the three fathers in the professional-
managerial group makes over #10,000 annually and he is the 
one in business. (See Table 4, p. 25.) All these families 
seem to manage very well economically no matter what their 
income. All the homes were neat and attractive and the child 
ren all nicely dressed. 
TABLE 4 
OCCUPATIONS OF THE FATHERS AND ANNUAL INCOMES 
Laborer-
Wage-
Earner 
4 
White 
Collar 
2 
Professional 
Managerial 
3 
12500-
·5000 
4 
$5000-
10,000 
4 
Over 
$10,000 
1 
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The education of the parents could not be determined in 
all cases. This is not obtained always in the diagnostic 
study and is not "face sheet" information. All of the mother 
except one would seem to have graduated from high school, 
and three would seem to have had some poet-high school ed-
ucation. Two of the mothers, a nurse and a psychologist, 
have professional education. Six of the fathers, would 
seem to have finished high school and at least one probably 
has some post-high school technical training, and the three 
fathers in the third group have college educations plus pro-
fessional training. For the fathers occupation seems to in-
dicate education completed. For the mothers education was 
mentioned only as professional training which related to the 
field of psychiatry. 
The characteristics of the parents and family compo-
sition show a range with respect to age of the parents, 
family composition, income and occupational levels. There 
are more Catholic and fewer Jewish families in the sample 
proportionally than in the clinic population. 
B. ~ Children 
The children's ages at the time of referral and appli-
cation for diagnostic study are given in three groups. The 
age range is from three years to five and one half years. 
(See Table 5, P• 27.) 
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TABLE 5 
AGE AT REFERRAL 
Ages in 
Years and Male Female 
3-0 to 3-6 3 0 
3-7 to 4-6 1 2 
4-7 to 5-6 2 1 
The problems presented by the parents are grouped ac-
cording to the proposal in Chapter III. These are the com-
plaints as stated by the mother at the time of referral ex-
cept for Kathy H. whose mother does not speak English. In 
this case the problem is presented by the referring doctor. 
(See Table 6, p. 27.) The ratio. of boys to girls in the 
sample is 3:2. This is different from the general clinic 
population which is about 3i boys to every girl in treatment. 
(The two children not included in the sample were both boys.) 
TABLE 6 
PRESENTING PROBLEMS 
Behavior Fears and 
Separation 
3 3 
Other 
3 
All of the children ha4 some disturbance of an emotional 
nature but none with the possible exeeption of Kathy H. were 
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thought to be psychotic. None were thought to have "atypi-
cal development". All were diagnosed as having some neurotic 
trends in their development. Only three of the children were 
severely disturbed and the other six had disturbances of a 
mild nature. (See Table 7, p. 28.) 
TABLE 1: 
DEGREE OF DISTURBANCE 
Mild Severe 
6 3 
c. Parental Attitudes ~Activities Related ~ the Child 
!n£ ~ Symptoms 
At the time of referral most of the parents felt that 
the child's current functioning was either poor or fair and 
that the child's symptoms were cause for worry. The parental 
attitudes toward the symptoms were usually either ambivalent, 
meaning that the parent was concerned but not very anxious. 
More frequently the attitude was that the symptoms were in-
tolerable. None of the parents felt that the symptoms were 
tolerable at the time of application. (See Table 8, p. 29.) 
::::7 ";' •t(Ji;_') ,, ( ' 
More than half the parents felt that the symptom had im-
proved or even disappeared and gave this as one of their 
reasons for declining treatment. For the three children 
TABLE 8 
PARENTAL ATTITUDES TOWARD CURRENT FUNCTIONING 
OF THE CHILD AND TOWARD THE SYMPTOM AT THE 
TIME OF REFERRAL 
Attitude !oward 
Current Functioning Attitude Toward Symptom 
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Good Fair Poor Tolerable Ambivalent Intolerabl 
2 2 5 0 4 
TABLE 9 
PRESENT PARENTAL ATTITUDE TOWARD CHILD'S 
CURRENT FUNCTIONING AND SYMPTOMS 
Attitude Towar4 
Current Functioning Attitude Toward Symptom 
Good Fair Poor Improved Same Worse 
5 1 3 6 2 1 
5 
whose parents consider their current functioning to be poor 
the symptoms are considered to be the same or worse. (See 
Table 9, p. 29.) They gave other reasons for declining 
treatment at the Center. 
These families have all used help outside the family for 
the children's problems in coming to the Children's Center. 
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Some used outside help before, during and after their con-
tact with the clinic. This varied in quantity from very 
little to a great deal of other contact. In nature's varied 
from talking over the problems with friends, neighbors and 
relatives to using different kinds of professional help. 
This included psychiatric help and religious help as well as 
social agencies and local nursery schools and state insti-
tutions. Some families used more than one source of out-
side help at the same time and others one at a time. The 
category "other" in both of these tables includes teachers 
or people connected with nursery schools as well as a priest 
(See Table 10, p. 30.) 
TABLE 10 
OUTSIDE HELP USED BEFORE COMING TO THE CENTER 
Quantity Nature 
None Some Much Friends Medical Agency Other 
1 6 2 3 5 3 2 
The mothers who are using schools and teachers for help 
with the symptoms have found them effective. John B. is 
receiving psychotherapy in a nearby mental health clinic and 
appears to be making progress. The H. and I. families have 
tried a variety of possible sources of help and feel that 
they have not been helped at any one of them so far. (See 
Table 11, p. 31.) 
TABLE 11 
OUTSIDE HELP USED SINCE COMING TO THE CENTER 
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None Some Much Friends Medical Agency Psychiatric Other 
v' 
3 4 2 3 1 1 2 3 
The referrals to the Center for psychiatric help usually 
come from a doctor, hospital, ,social agency, nursery school 
or institution. These are similar and often identical with 
other sources of' help that parents use for problems with 
their children. In some cases the family began looking for 
help with the problem by going to physicians or social agen-
cies. Others seem to have had more specific sources of help 
in mind such as pr~vate treatment. They began looking for 
their specific goal and only indirectly arrived at the 
Children's Center for diagnostic study. (See Table 12, p. 32 ) 
The decisions not to use the Center for help with the 
children's problems were based on a number of different 
reasons and conditions for the families in the sample. These 
can be related to the child, changes in the child, changes in 
parental anxiety about the child, or the feeling that the 
proposed treat~ent plan was not adequate to the needs of' the 
Direct 
TABLE 12 
REFERRAL TO THE CENTER 
Indirect Method of Referral 
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Medical Agency Other 
· . / 
3 5 3 1 
Problem. Or the decision not to use the Childrens Center 
can be related to the family such as changes in parental 
behavior particularly regarding_child rearing. Declining 
~reatment can occur because of demands on the family's in-
ternal routine such as the time the mother would have to 
spend away from home to meet the demands of the treatment 
plan. Considerations external to the family's routine are 
also involved such as the cost of treatment. Parents also 
can feel that the proposed trea\ment plan would not be ade-
quate to help them help the child change. Some parents 
stated they were not very interested in treatment during the 
diagnostic study, but did want to know what was wrong with 
the chil~. tBee Table 13, p. 33.) 
Attitudes toward the symptoms at the time of the re-
ferral were characterized by ideas about the origin of symp-
toms in an emotional problem or a physical condition such as 
retar4ation, about the possibility of impossibility of alter-
ing the symptoms, feelings of acceptibility or unaccepti-
bilit of the s toms and notions about who would do the 
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TABLE 13 
PARENTAL DECISION NOT TO USE THE CENTER 
Child Oriented Parent Oriented 
Change Change Plan Change De"" De- Plan in in Inade- in mands mand.e Inade-
Child Parental quate Parental Inter- Extel'Jiii qua:te--
Anxiety Behavior nal nal 
4 5 3 4 5 2 3 
changing eo that the symptoms would alter, whether the cl-
inic, the child, the parents or a combination. (See Table 
14, p. 33.) 
TABLE 14 
PARENTAL ATTITUDES TOWARD SYMPTOMS AT REFERRAL 
Origin 
Emot.:.;- Other 
irmal 
5 4 
Alterability 
Un- Prob- Accept-
likely able able 
1 8 0 
Acceptibility 
Ambiva- Unaccept-
lent able 
4 5 
TABLE 15 
WHO TO ACCOMPLISH THE ALTERING OF THE SYMPTO¥ 
Child 
and 
Parents 
3 
Parents 
4 
Clinic 
1 
34 
Unknown 
1 
The parental attitudes described in Tables 14 and 15 
are for the most part reflective of attitudes about the fami-
ly's and child's taking care of problems themselves which 
they consider likely to be altered. This would seem to 
make the parents feel less inclined to depend upon the Cen-
ter and to follow its recommendation for treatment. (See 
Table 15, p. 34.) 
TABLE 16 
ATTITUDE TOWARD THE CENTER 
Positive Ambivalent Negative 
2 3 4 
Most of the parents felt ambivalent or negative toward 
the Center, however, two families felt positive. These seem 
to have the least disturbed children and they seem to be 
functioning best now. The above range of attitudes charac-
terizes the parents now but their attitudes as shown in the 
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diagnostic study records were the same earlier. (See Table 
16, p. 34.) 
D. Interrelationships of ~ 
It is the parents' concern about the child's symptoms 
that is related to the family's seeking professional help. 
Changes in parental attitude toward the child's symptoms were 
compared with attitudes toward his current functioning in the 
interval between the diagnostic study and the follow-up in-
terviews. (See Table 17, p. 35.) 
TABLE 17 
PARENTAL ATTITUDES TOWIRD SYMPTOMS 
Attitude Toward 
Symptom Now 
Improved 
Same 
Worse 
Attitude Toward Symptom 
At Referral 
Intolerable Ambivalent Tolerable 
4 
1 
0 
2 
1 
1 
0 
0 
0 
The parents tended to see the symptoms as improved es-
pecially when they had felt that the symptoms were intoler-
able. This could indicate that easing of the symptoms will 
tend to lessen parental anxiety so that treatment will not 
seem necessary. This seems to be true when the parents focus 
on the symptoms and not on the child's overall needs. This 
can be seen by comparing the parental attitudes toward cur-
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rent functioning at the time of referral and after deciding 
not to use treatment at the Center. Table 18 shows that 
there was some shift in parental attitudes toward current 
functioning from poor to good but that three children were 
still considered to be functioning poorly. None of these 
were in treatment any place. (See Table 18, p. 36.) 
TABLE 18 
PARENTAL ATTITUDES TOWARD CURRENT FUNCTIONING 
Attitude Toward 
Current Functioning 
Now 
Good 
Fair 
Poor 
Attitude Toward Current 
Functioning at Referral 
Good 
2 
0 
0 
Fair 
1 
0 
1 
Poor 
1 
1 
2 
At the time of referral the children's ages ranged from 
three years and four months to five years. In seven of the 
cases the mothers could, when asked, date the onEet of the 
symptoms so that a time lag between onset and referral for 
help could be computed. The mothers of the two oldest child-
ren stated that the children had always been problems; these 
two are not included in the following table which compares 
the age at onset of symptoms with the time lag before asking 
for help. (See Table 19, p. 37.) 
TABLE 19 
COMPARISON OF AGES OF CHILDREN WITH 
TIME ELAPSED BEFORE REFERRAL 
Months of Time Elapsed 
Age at Onset of Bymptom 
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1-8 9-17 18-24 
Under 2 years 
Two to 3 years 
Three years and over 
0 
0 
1 
0 
1 
2 
1 
2 
0 
In this group o~ seven families then there was a ten-
dancy to ask for help after tolerating the symptom for one 
or more years. 
While most parents gave more than one reason for not 
using the Center for further help with the child it appears 
that there is some relation between the reasons for not us-
ing the Center and tAeir attitudes toward the Center. 
The three families whose attitude toward the Center 
was ambivalent gave the smallest number of reasons while the 
families who were either pos1~1ve or negative toward the 
Center tended to give more reasons. (See Table 20, p. 38.) 
E. Other Attitudes ~the Parents 
~he question about changes in the family was always an-
swered negatively: "There have been no changes." In one 
family there was a serious ch2nge in the family due to the 
TABLE ~0 
COMPARISON OF ATTITUDES TOWARD THE CENTER 
AND REASONS FOR NOT USING THE CENTER 
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Attitude Toward the Center 
Reasons Given for 
Not Using the Center 
Change in the Child 
Change in Parental Anxiety 
Plan not Adequate to Child 
Change in Parental Behavior 
Internal Demands 
External Demands 
9lan Not Adequate for Parents 
Positive Ambivalent Neeative (2)* (3)* (4)* 
2 0 2 
2 1 2 
1 1 1 
2 0 2 
0 2 3 
0 0 2 
0 1 2 
mental illness and hospitallization of paternal grandfather 
of the child. This d~veloped after an automobile accident 
which occured while the grandfather was driving the mother 
and child to the Center for diagnostic interviews, however, 
the mother did not mention this as a change in the family 
when the question was asked. The question may have been too 
direct or may not have seemed related enough to the family's 
opinions about the Center for them to answer it. Or this 
may be an indication of the distance which these parents who 
declined treatment may wish to maintain. 
The <:pestion about understanding the discussion at the 
parents' conference in each case elicited the information 
* indicates the number of families in each cate or 
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about the parents' attitudes toward the Center. In addi-
tion the parents mentioned specific circumstances and pro-
cedures which they disliked at the Center. Each family said 
that they expected to be told more about the diagnosis at 
the conference, and that they were disappointed not to learn 
more. The other items mentioned were the cost of service, 
whether or not the parents liked the doctor or social worker, 
the length of the diagnostic study and the mother's having 
to change social workers after the application interview. 
CHA.PfER V 
SUMMARY AND CONCLUSIONS 
This is a follow-up study of the problem of families re-
fusing treatment in a el1nie tor emotionally d1etur»e4 pre-
school age children. The sample of nine families wae taken 
from a totnl of eleven tc1m111es who declined tree.tment at 
the James Jaoltaon Putnam. Childrene Center after oompletine 
the Centers' diagnostic study. The mothers of thE nine 
children were interviewed us1~ a semi-structured schedule. 
Information about the fa.mil1es and parental a tt1 tudes and 
activities in relation to the chilcrens• problems was tnken 
from the records ot the diagnostic study. 
The families in the sa.mple are all wh1 te ancl moe t of the 
parents are no.t1ve born. f.fost of the tam111ee have both 
parents. A -..:ide range of income and occupational level is 
seen. JU1 the fs.m111es regardless of the size of income and 
family manage very l>rell w1 thin their incornee. Only one fam-
11y complained or the cost of treatment. The self-sufficient 
qua11 ty of the ta.m111es • functioning w1 th respect to finances 
sug~rests that theee families ma7 have certain ett1 tuces about 
takin.g help. Taking help in the form of long-term trer.t.ment 
may represent n situation with too much dependency. 
The ratio of Catholic flnd Jewish ft~m111eEJ in tho sample 
is approximately the inverse of the clinic's in-treatment po-
pulation. 'fh1s suge-ests that there are oul tural determinants 
.ttl 
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in problem-solving efforts with respect to children. 
The ratio of girls to boys in the sample was one to two. 
In the clinic population it is about one to four. This sug-
gests that the families of girls may find it easier to tol-
erate or alter symptoms in the children than the families of 
boys. 
Most of the children in the sample were mildly rather 
than severely disturbed. The families of the two children 
who were most disturbed sought professional help for the 
children after declining treatment at the Center. Five fam-
ilies felt that the symptoms and general functioning Ot the 
children were improved sufficiently so that professional 
he~p was no longer needed. All these children are in nur-
sery school or kindergarten. Two families, the ones with-
out a father in the homt, still felt that the child needed 
help even though in school. At the time of the follow-up 
interviews neither mother had begun to use any other source 
of help with the child's symptoms. It seems that the fami-
lies who declined treatment at the Center and did not seek 
another source of psychotherapy for the children did not 
feel the need to do so when the children were only mildly 
disturbed. Also they felt that the symptoms had improved so 
that treatment was not necessary. Changes in the children's 
symptoms and in the parents' anxiety about the symptoms con-
tributed to the decision to decline treatment. 
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The fact that five of these mothers felt that the child-
ren were being helped by their schools and teachers suggests 
t~t so~e for~s pf hfip are more acceptable than others. 
Schools and teachers seem to be very acceptable sources of 
help for these parents. This raises the question of the neec 
to discover during the diagnostic study how the parents wish 
to have their children helped. 
Many of the parents declined treatment because of a 
change in their attitudes toward the symptoms. They felt 
less anxious about the symptoms after the diagnostic study 
and so felt that treatment might not be necessary. The 
Center's recommendation for treatment did not arouse suffi-
cient anxiety about the need for treatment to motivate the 
parents to accept treatment. This is due in part to the 
fact that there is less basis for anxiety with mildly dis-
turbed children than with severely disturbed children. How-
ever, the original anxiety which the parents felt was not 
utilized in the diagnostic study to motivate the parents to 
accept treatment. 
All of the parents at the time of referral felt that 
the symptoms were intolerable or their attitudes toward the 
symptoms were ambivalent. The reason mQst frequently given 
for refusing treatment was improvement of symptoms. This 
suggests that the parents and child got rid of the symptoms. 
-
This does not mean that the situation leading to symptom 
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formation was treated by them. These parents may find the 
symptoms so intolerable that they achieve their removal ra-
ther than dea1 with them in treatmen~. The meaning of the 
symptom to the parents is important for assessing their po-
tential for casework. The meaning of the symptom will also 
help determine whether the family accepts treatment. 
Inadequacy of the treatment plan_for altering the child'~ 
I 
symptoms or for helping the family to alter the symptoms was 
given as a reason for declining treatment. Parental assess-
ment of inadequacy related to their expectations of treat-
ment. Expectations of treatment come from the parents' own 
ideas about treatment and from the referral source. These 
expectations when unmet contributed to the decision to de-
cl~ne treatment. This suggests that the parents' ideas 
and expectation about treatment need to be explored so that 
the issues raised can be dealt with by the social worker. 
Inadequacy of treatment plan could be less likely to be a 
reason for declining treatment. 
Some of the families said that they did not want treat-
ment. Others said that they could not meet the demands of th~ 
treatment plan in respect to time, travel and other family 
responsibilities. This raises the question of accepting 
families for treatment who have said that they would not or 
could not undertake it. This suggests the other function 
of intake process in social work: If this is not the place 
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for the client to be halped, a better place should. be found 
and. a referral made. This uses the information and diagnos-
tic understanding of the person, problem and situation gainec 
from the intake study. 
The follow-up study of nine families declining treat-
ment in a child guidance clinic has shown that factors con-
tributing to declining treatment can be discovered by ex-
amining the cases. The forces that lead parents to ask for 
a diagnostic study are not necessarily those that lead them 
to accept long-term treatment for a problem with a child. 
Changes in parental attitudes and anxiety about the child, 
changes in the child and symptom and changes in the family's 
situation affect the decision regarding treatment. 
Dear _____ , 
APPENDIX A: LETTER TO THE PARENTS 
18 January, 1962 
You can be of great assistance to us at Putnam Center 
in finding out ways to improve our usefulness to families 
who seek our help. 
As one of Boston's United Fund Agencies which receives 
financial support from funds given by the community, we con-
sider it important to know just how families felt about thei 
contact with Putnam Center. We feel that parents such as yo 
who have come to the Putnam Center can make observations and 
suggestions about our services which may assist us in treat-
ing families who come to the Center in the future. 
To help us carry out this survey, Mrs. Gilbert Eakins, 
who is currently affiliated with our Social Service Staff, 
will be getting in touch with you within the next few days. 
We would be grateful if you would spend a few minutes of you 
time, at your convenience, to answer some questions she would 
present. 
Be assured of the importance that your ideas will have 
in helping us to better help other people. 
David E. Reiser, M. D. 
Director 
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APPENDIX B: DATA COLLECTION SCHEDULES 
I. Schedule for 6ollecting Background Information and Par-
ental Attitudes ana Activities at the Time of Referral 
from the Record of the Diagnostic Study 
A. Parents 
1. Age 
2. Religion 
3. Family and Household Composition 
a. Both Parents 
b. Number of Children 
c. Kine of Residence 
4. Occupations of the Fathers 
5. Family's Annual Income 
B. Use of Outside Help 
1. How much 
2. When 
3. What kind. 
c. The Children 
1. Age at Referral 
2. Symptom or Presenting Problems 
3. Onset of Symptom 
4. Degree of Disturbance 
D. Parental Attitude Toward Child 
1. Symptom . 
a. Origin 
b. Alterability 
c. Acceptability 
d. Who to do the Altering 
2. Current Functioning 
E. Parental Attitude Toward the Center Including Ex-
pectations 
F. Referral to the Center 
1. Nature and Circumstances 
2. By Whom 
II. Schedule for Collection o~ Data From Interviews with 
Parents 
A. State of the Symptom 
B. Child's Current Functioning 
c. Use of Outside Help Since Coming to the Center 
1. How much 
2. When 
3. What Kind 
D. Reasons for Decision to Decline Treatment 
1. Child Oriented 
a. Changes in Child 
b. Changes in Parental Anxiety 
c. Plan Not Adequate to Chane:e Child 
2. Family Oriented 
a. Change in Parental Behavior 
b. Demands Internal to the Family Routi~ 
c. Demands External to the Family Routine 
d. Plan Not Adequate to Help the Parents 
Change the Child 
E. Attitude Toward the Center 
SCHEDULE FOR INTERVIEWS WITH PARENTS 
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This was a semi-structured interview in which the fol-
lowing questions were usually asked. Some questions had to 
be asked only rarely, especi~y the question about not com-
ing to the Center, because the parents volunteered this in-
formation very freely. Confidentiallity was explained each 
time before asking about the Parents' Conference and before 
suggestions for improving services. 
1 • How are you doing now? 
2. How is the child doing now? in relation to the problems 
for which you brought him to the Center? in relation to his 
overall behavior. 
3. What did you think of the problem? 
4. What sources of help did you use other than the Center? 
Such as Friends, relatives, church, other agencies, medical, 
other. 
5. How did you happen to come to the Center! 
6. Have there been any important changes in the family? 
7. How did you make your decision not to come to the Center? 
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8. In the Parents' Conference, did you feel that the pro-
blem was explained well enough to you? 
9. What procedures would you have preferred handled differ-
ently and what suggestions would you make to Center for 1m-
proving its services? 
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